Worster-Drought: Acrontegaly vasodilatation. The latter feature has been a distressing and obstinate symptom. Fiery-red flushing of the left foot, with intense pain and oedema has been present whenever I have seen the patient since last May, and I have been unable to relieve her pain. Yesterday, however, for the first time, I found the heat gone and the oedema very slight. The patient attributes this improvement to antiphlogistine which I prescribed two weeks ago, but as her hands, which received no treatment, have also improved, some other, factor must be involved in the remission.
As regards causation, I have been much struck with the association, in some published cases, with a septic infection of the affected limb at some earlier date. Dr. Parkes Weber has recently drawn attention to an association with polycytha'mia, but this is not present in my case.
Di8cu88ion.-Dr. D. EVAN BEDFORD said this was probably a case of arterial obstruction, and in most of these cases vasomotor phenomena were present at some stage. In most cases of thrombo-angiitis obliterans this chronic redness and cyanosis were found. Dr. Buerger called the condition " erythromelia "; this should not be confused with erythromelalgia, which was purely vasomotor in origin.
Dr. F. PARKES WEBER said that it would be interesting to ascertain to what extent the arteries in the lower extremities were stenosed. Sometimes, even wheni the circulation was satisfactory, pulsation would not be felt with the finger over the dorsal arteries of the feet. He did not think that the symptoms in the hands were due to organic disease in the blood-vessels, and perhaps the symptoms in the feet were also independent of any possible organic changes in the arteries. The permeability of the arteries in the legs nmight be tested by Dr. Cawadias's oscillometric method (Pachon's oscillometer).
Mr. A. P. BERTWISTLE said that the flexion of the little finger of the right hand suggested a cervical rib, which, on clinical examination, seemed to be present; the subelavian artery was very prominent. An X-ray examination would clear this diagnosis, Might not the pain in the arm be due to a cervical rib ?
Acromegaly with Unilateral Paresis of Sixth and Seventh Cranial Nerves.
By C. WORSTER-DROUGHT, M.D. F. A. W., AGED 32, complaining of headache, dizziness, double vision and facial paralysis.
History.-On May 10, 1927, while working on a railway line, he slipped and fell, striking the back of his head. He was dazed for a short time, but did not lose consciousness; he continued his work, but suffered' from headache for one day. Fourteen days later (May 24) he was suddenly seized during the morning with intense headache, giddiness and double vision; later in the day he noticed that the left side of his face was paralysed. Two days afterwards he vomited a few times. On definite inquiry, the patient thinks that his hands have become larger during the last few years.
Physical Examination.-Head and face generally-especially the lower jawconsiderably larger than the average. Tongue also increased in size and slight separation of lower teeth. Hands typically acromegalic, being 41 in. in width and 8i in. in length, and he takes size 10 in boots. Slight degree of kyphosis.
Pupils equal and react normally; optic discs and visual fields show no abnormality; slight horizontal nystagmus to right; paresis of left external rectus (two months ago the paralysis of this muscle was complete, but it has since improved); some weakness of left masseter; left cornea somewhat insensitive as compared with right.
Left facial paralysis of lower neurone type; paresed facial muscles give a subnormal reaction to faradism, but respond briskly to galvanism, kathode -closing contraction being greater tban anode closing contraction; other cranial nerves normal. The superficial and deep reflexes show no abnormality and coordination is normal.
Other systems show no abnormality. X-ray examination of the skull reveals marked changes in the sella turcica, the pituitary fossa being greatly enlarged and the bony margins indistinct. Wassermann reaction negative. Resting blood-sugar 0 087; curve following 50 gr. of glucose shows normal sugar tolerance.
The patient only came under observation when the cranial nerve-palsies occurred, his acromegalic symptoms had apparently not attracted his attention. The electrical reactions of the facial muscles suggest that the prognosis of the facial palsy is good. This has been confirmed by the facts that the-patient is now able to close the eye and that some degree of voluntary movement had returned at the angle of the mouth; further, the external rectus paralysis has nearly recovered.
Although occasionally the fifth and sixth nerves are involved in a large pituitary tumour, this can scarcely be said of the seventh nerve. It is suggested that some hemorrhage had occurred from the presumably soft tumour, and that this hEemorrhage has involved the three paresed nerves. The haemorrhage has since become absorbed and the nerves are recovering.
During the last week the patient has developed glycosuria and a further bloodsugar curve shows a distinctly diminished sugar tolerance.
Di8sctsion.-Dr. F. R. B. ATKINSON said he did not think the paralysis of the sixth or seventh nerves had anything to do with the acromegaly in this case (although such conditions had been known), because this patient's condition was improving. He suggested that the presence of glycosuria might be due to spread of the pituitary tumour to the paraventricular nucleus of the tuber cinereum, as had been found in a case of acromegaly. For that reason it had been thought there is a centre in this position governing the glycogenic function.
Dr. KINGSTON BARTON said that during the past week an interesting brochure on this disease had been written by Dr. Leonard Mark, himself a sufferer from acromegaly. The first symptoms had begun in about his twenty-fourth year, and continued to increase for some twenty years. During the past fifteen years the condition had remained stationary, and in some of the many distressing symptoms that go with the condition, he had obtained a certain degree of relief. During all these years Dr. Mark had heroically shown how such a sufferer could be auseful member of Society.
Dr. WORSTER-DROUGHT (in reply) said that he did not agree that the cranial nerve palsies were independent of the pituitary tumour. Several debatable problems had been raised concerning the physiology and pathology of the pituitary body; at present the physiology was rather in the melting:pot. Whether it was the hypothalamus or the pituitary gland itself influenced carbohydrate metabolism was a question still to be decided. Was not the probable explanation that the hypothalamus and pituitary were merely two portions of a complex neuroglandular mechanism ?
Gumma of the Liver with Splenomegaly in a Child.
By DOUGLAS FIRTH, M.D.
R. F., FEMALE, aged 12 years, admitted to hospital October 11, 1927, with history of tender swelling in abdomen during previous month and persistent nausea; had been under treatment for tuberculous adenitis (cervical) since 1925.
On admission temperature 101°F., pulse 120, respiration 24; complexion muddy and pallid but no obvious jaundice; abdomen somewhat resistant but moves well
